Two influenza epidemics in Britain in 1968-9 and 1969-70, were due to the Hong Kong/68 variant of influenza A2 virus.
Introduction Epidemics due to influenza virus A have occurred in Britain every year since the A2 subtype appeared in 1957, except in 1959-60, 1961-2 (when influenza B was prevalent), and 1966-7. In the early part of this period epidemics assumed major proportions, but from 1963 onwards they appeared to decrease in size. This trend was interrupted by a moderately large outbreak in 1965-6 and an even larger one in 1967-8 (Miller and Lee, 1969) , when two variants of the original A2 virus were circulating together (Pereira et al., 1969a) .
The impact of this major epidemic had hardly faded when news came of another variant of the A2 virus, detected in an explosive outbreak in Hong Kong in July 1968 (Cockburn et al., 1969) . This variant showed the biggest antigenic change since 1957, but it was still not completely distinct from the original A2 virus, and some cross-neutralization with earlier A2 variants was demonstrable. Nevertheless, the change was sufficiently sharp that population immunity resulting from exposure to previous A2 variants seemed unlikely to prevent widespread epidemics which, predictably, followed at once in South-East Asia, Australia, India, and Iran and shortly after in many other parts of the world. 1967-8 epidemic, before declining. There was a further increase during an extended period from early February to the middle of April, but the maximum number of claims in one week never exceeded 350,000. Consultation rates for influenza and influenza-like illnesses followed a similar pattern. The rate reached a peak of 420 per 100,000 at the end of February 1969, but this was well below the rate of 514 per 100,000 in one week recorded at the height of the previous year's epidemic. The number of deaths attributed to influenza, pneumonia, and bronchitis also remained comparatively low throughout this winter; the highest number in one week was 2,550 compared with over 5,300 in the peak week of the previous winter.
This pattern of rather desultory spread with low morbidity and mortality rates was quite unlike that expected after the introduction of a new influenza virus variant into a susceptible population. Moreover, 'it stood in strong contrast to the pattern in the United States, where the Hong Kong variant caused a sharp epidemic during the early winter with large numbers of deaths (Sharrar, 1969) .
In the winter 1969-70, however, the pattern was qu'ite different, as shown in Fig. 1 . Sickness benefit claims began to increase steeply in early December, andy except for a brief interruption at the time of the Christmas holiday, climbed dramatically to a peak of nearly 750,000 in the week ending 6 January 1970, exceeding the peak reached during the 1957 Asian influenza epidemic, one of the highest previously recorded weekly numbers. Consultation rates for influenza and influenza-like illnesses followed a similar pattern, reaching a peak of 1,260 per 100i000 in the last week of December and the first week of January. Also in contrast to the previous winter, deaths attributed to influenza, bronchitis, and pneumonia rose steeply to a peak of over 10,500 in the week ending 2 January 1970 compared with 2,550 in the peak week of the previous winter. The outbreak ended as abruptly as it had begun, and by the end of January morbidity and mortality rates were about average for the time of year.
AGE DiSTRIBUTION
Provisional analysis of agespecific consultation rates for cases of influenza and influenza-like illness during the peak weeks of th two epidemics (personal communication from the Royal College of General Practitioners) showed higher rates in all age groups in the second epidemic than in the first (Table I ). The group with the highest age-specific consultation rate in 1968-9 was children aged under 5 years; the lowest rate was in adults aged 65 and over. In 1969-70 the highest rate was in adults aged 45-64, but the group showing the greatest proportional increase in rate was those over 64. The rate in children aged 5-14 was low in both years. These figures, however, have been calculated only for the peak week of each epidemic, and different age groups may be affected at different times during an epidemic (Miller and Lee, 1969) .
Final interpretation of these figures must, therefore, await full analysis.
LABORATORY RESULTS
Influenza virus isolations and cases with serological evidence of recent influenza infection (fourfold or greater rise in antibody titre) are reported each week by public health and hospital virus diagnostic laboratories in Britain to the Public Health Laboratory Service. The weekly numbers of reports according to the date on which the specimen was received 'in the laboratory during each of the last two winters are shown in Fig. 2 . The number of reports in 1968-9 (nearly 2,000) was higher than in any previous winter, partly no doubt because of the widespread interest in looking for the A2/Hong Kong/68 virus. The general pattern of the epidemic shown by these reports was similar to that shown by the morbidity figures given above; cases were being reported in large numbers from late December continuously until exceptionally late in the spring, with a few cases still arising in May. In 1969-70 the number of reports was even greater (nearly 2,300). They showed the same sharp increase as morbidity and mortality rates during December and reached a peak at about the same time before declining rapidly during January. All strains of influenza virus A isolated during the 1968-9 epidemic were shown to be antigenically similar to the A2/Hong Kong/68 strain. In the epidemic of 1969-70 a small proportion (4%) showed a slight but significant antigenic shift (Pereira and Schild, 1971 In two other studies sequential sera were collected from the same persons before and after the first epidemic and again after the second: one group comprised volunteers in Royal Air Force stations in different parts of the country and the other was a group of men living in the London Borough of Lambeth (Pereira et al., 1969b) . The results in these groups, which are also shown in Table II winter the excess was spread over several months (Fig. 1) 
